Objective: Distress screening programs aim to ensure appropriate psychooncological support for cancer patients, but many eligible patients do not use these services. To improve distress management, we need to better understand patients' supportive care needs. In this paper, we report the first key finding from a longitudinal study that focused on patients' intentions to use psychooncological support and its association with distress and uptake of the psychooncology service.
| BACKGROUND
Cancer patients with untreated, high levels of psychosocial distress are at risk for nonadherence to cancer treatment, 1 reduced quality of life, 2 and comorbid mental disorders. [3] [4] [5] [6] Psychooncological interventions can effectively reduce distress, 7 but many eligible patients do not take advantage of support services. 8, 9 A third of all cancer patients show clinically significant levels of psychosocial distress, 3 but more than half of them do not want psychooncological support (42-75%), [10] [11] [12] [13] [14] [15] although many patients with less distress do want support (10-44%). 11, [15] [16] [17] Even patients who want and are offered psychooncological support do not always use these services. 18 Guidelines highlight the need to understand patients' supportive care needs to remove barriers and facilitate access to psychosocial services. 8, [18] [19] [20] Salmon et al 20 referring to Jonathan Bradshaw 21 recently brought patients' supportive care needs into focus by acknowledging that there is not only a normative need for support (defined by experts),
indicated by an elevated distress score on the Distress Thermometer (DT) or other screening instruments, but also a felt need for support like a wish or desire that can become an expressed need for support, indicated, for example, by an expression of clear intent to use the known and available psychooncology service. Previous studies examined why a cancer patient's distress level did not always conform to their wish for support or adherence to services. 10, 17, 18, [22] [23] [24] [25] Most studies have focused on patients with high distress levels, and few used qualitative methods to understand patients' needs. 26, 27 We took an inductive, qualitative approach to understanding patients' supportive care needs without dividing them a priori into low-and high-distress groups. Our longitudinal mixed-methods design supplemented qualitative analysis with quantitative assessment of distress and uptake of the outpatient psychooncology service in a longitudinal mixed-methods design. We formulated 3 research questions:
(1) What proportion of cancer patients intends, maybe intends, and does not intend to use the psychooncology service? (2) How are patients' intentions associated with distress and uptake of service? (3) Why do patients intend, maybe intend, and not intend to use the psychooncology service?
| METHODS
We report findings from a prospective, observational study in the Oncology Outpatient Clinic of the University Hospital Basel (Switzerland). Our methods are briefly outlined below; we have described them in more detail elsewhere. 28 
| Participants
Cancer outpatients who presented for the first time and used the outpatient oncological care at the clinic were eligible when fulfilling the inclusion criteria: ≥18 years, fluent in German, not being physically or cognitively impaired in a way that impedes study participation, and having at least 1 further consultation planned with an oncologist. Clinical data were collected from patients' medical records.
| Psychosocial distress screening
We used the German version of the National Comprehensive Cancer Network DT to assess self-reported psychosocial distress on a visual analogue scale from 0 to 10. 30 The 1-item screening tool shows good reliability and validity and has a cutoff value of ≥5 for clinically significant levels of psychosocial distress (from 0 "no distress" to 10 "extreme distress"). 
| Uptake of the outpatient psychooncology service
We defined uptake as having attended at least one appointment at the outpatient psychooncology service within 4 months after study entry and retrieved this information from hospital records. 
| Qualitative analyses
We used content analysis to examine reasons for uptake of the psychooncology service. 31 This standardized, inductive approach analyzes qualitative data descriptively, adding a level of interpretation.
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To guarantee high-quality content analyses, a team of trained researchers (AG, DZ, and TT) discussed the patients' reasons in a multistep procedure. First, we read the answers of the patients several times, divided the participants' answers into single reasons, and collected ideas about categories. Second, we gathered categories in a sample of 60 patients and refined them through an iterative process.
Third, we coded reasons of all patients into categories, discussed inconsistence of assignment until consensus was reached, and assessed interrater-reliability by using Cohen kappa statistics (κ).
Additionally, we identified main themes across categories. Analyses were conducted by using MAXQDA software version 12.2.0 (VERBI Software, Berlin, 2016).
3 | RESULTS
| Participant characteristics
Of 1240 outpatients who attended the clinic during 2013 to 2016 for an outpatient consultation, 484 were ineligible because of no further consultation, not being fluent in German, or being physically or cognitively impaired. Of all patients who attended the clinic, 756 (61%)
were eligible for inclusion ( Figure S1 ). In total, n = 333 patients completed the study (Table 1) .
| Distress, intention, and uptake of the psychooncology service
Of all participants, 53.5% showed high levels of psychosocial distress (DT ≥ 5); distress was normally distributed among all participants.
Overall, 83 patients (25%) intended to use the psychooncology service (yes), 111 patients (33%) were ambivalent (maybe), and 139 patients Abbreviations: SD, standard deviation; DT, Distress Thermometer. a n = 284, DT from n = 49 patients missing due to nondelivery of the DT by clinical staff (n = 18), not being provided by patients (n = 22), and lost documents (n = 9). (Table 2A) . In a logistic regression analysis, patients with maybe and no intention showed significantly lower uptake behavior than patients with yes intention (Table 2B ). This result did not materially change after adjustment for sociodemographic variables (data not shown). (8) Note. Categories are only listed above 9% of patients reporting (all categories are shown in Table S1 ). %, percentage of patients in this group reporting this category.
patients' reasons and 4 main themes. Interrater reliability was strong to moderate (κ = 0.70-0.89). 33 Patients with a yes intention wanted to consult psychooncologists mainly because (1) they considered the psychooncologists to be expe- Table 3 and Table S1 .
| DISCUSSION
To the best of our knowledge, this study is the first longitudinal, observational study with prospective data along the distress screening pathway assessing cancer patients' distress, intention, and uptake of the psychooncology service focusing on patients' intentions by using mixed methods.
Our study had 3 key findings. First, with a trichotomous assessment of health-care service needs (yes/maybe/no), we identified a considerable number of ambivalent patients (33%), who had high mean distress levels but were less likely to use services. Second, we found an association between level of distress and patients'
intentions, but 67% of patients with a high distress level did not intend to use support immediately. Third, qualitative analyses revealed different motives of ambivalent patients and patients with no or yes intention.
In line with previous research, 13, 15, 22, 34 we found that the level of distress, but not age, sex, or education, was associated with the intention to use psychooncological support. However, about 35% of patients with high distress levels did not intend, whereas 45% of patients with low distress levels intended or maybe intended to use support. The general assumption that high distress equates with a need for support is based on a diagnostic model that recognizes patients who are at risk for mental disorders. 20, 35 Predefining a cutoff value is a normative standard helpful for screening, but it must be used carefully, because we screen for normative need but not, per se, for patients' felt or expressed needs.
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Intention predicted uptake behavior, but 7% of patients with no intention used the service, and 35% of patients with an intention had not used the service after 4 months. Uptake behavior in ambivalent patients was low (12%). Further studies need to explore the barriers between intention and uptake. 18 In the interview, patients with no intention emphasized social support and well-being, which supported our quantitative result on low distress values and aligned with previous research on highly distressed patients who declined support. 10 Patients' negative attitudes about psychological support and their strong emphasis on self-determination and self-management may indicate a patient concept avoiding helpseeking behavior, which is common in mental health-care settings. 10 Similarly, positive attitudinal aspects, knowledge, and coping concepts were important for patients with an intention (yes). Attitudinal aspects and knowledge are relevant to support-seeking behavior. 24, 36, 37 Many of these patients had precise ideas of what they wanted and would get when asking for psychooncological support, which indicates that mental health literacy, knowledge, and patient empowerment is an important aspect for service use. 8, 25 However, attitudes, experiences, or knowledge about support services played a negligible role for most ambivalent patients (maybe).
Ambivalent patients stated reasons for and against support: Fears and uncertainties were described as well as resources and well-being. Our study offers a novel, in-depth qualitative analysis of patients' supportive care needs, which revealed a threefold intention (yes/ maybe/no) and a divergent pattern of motives for declining psychooncological support. Intention is relevant here because 67% of highly distressed patients did not want to make immediate use of the psychooncology service, but only 35% of these had no intention, and 32% were ambivalent (maybe).
Our study has several strengths. First, to our knowledge, it is the first study to monitor uptake behavior of patients after expressing supportive care needs in a longitudinal study. Second, we qualitatively analyzed patients' needs, a crucial extension of previous studies. Third,
we assessed a large sample of cancer patients in the early phase of treatment with equal representation of men and women.
| STUDY LIMITATIONS
Our limitations are as follows: First, due to the large number of study participants, we decided against audio records. Instead, we used the qualitative method of taking notes during the interview and writing reflective postscripts afterward. 29 We countered possible interviewer bias by relying on a detailed interviewer manual and closely supervising interviewers. Second, this was a single center study. Our sample was representative for our clinic and other outpatient oncological settings that use a stepped-care model and integrate psychooncological care (eg, Comprehensive Cancer Centers). Third, oncologists did not inform 13% of all eligible patients about the study, 28% of eligible patients did not want more information about the study, and 12% refused to participate after being informed. We adopted a recruitment strategy where the consultant oncologist recruited the patients because it offered several advantages. Oncologists are the first and closest contact for outpatients, it is a naturalistic setting, and being invited by a physician to participate in a psychooncological study might reduce the stigma to accept the invitation. But there is also a risk of bias if oncologists are more inclined to inform interested, approachable patients about the study, or to invite patients with spare time, or who they judged healthy enough to participate.
| CLINICAL IMPLICATIONS
It is essential to integrate patients' supportive care needs into the clinical distress screening pathway. Patients with an ambivalent intention to use support might go unrecognized in clinical practice because supportive care needs are usually captured with a dichotomous response format. 13 We propose to assess the supportive care needs of patients by using a trichotomous response format (yes/maybe/no) at the same time as assessing psychosocial distress with the DT. The needs of highly distressed patients who do not intend to use support services (no) might be better met if approaches to these patients focused on reducing stigmatization and enhancing self-determination. In contrast, it might be better to address the needs of highly distressed, ambivalent patients (maybe) by taking an "if-then" approach to discussions about service uptake. Taking the right approach to meet the needs of each patient group could optimize psychooncological health-care
delivery. Supportive cancer care should also always include providing detailed information to all patients about the work psychooncologists do and the benefits of psychooncological treatments.
| CONCLUSION
Our study reveals patients' subjective needs linked to psychosocial distress and uptake of a psychooncology service in cancer outpatients by using mixed methods. We identified a vulnerable group of ambivalent patients. To optimize distress screening programs, we suggest that patients' supportive care needs should be addressed and discussed in routine clinical practice.
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